Coronavirus disease 2019 (COVID-19) caused by severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) poses a significant threat to global health \[[@CR1]\]. On January 30, 2020, the World Health Organization designated an outbreak of a novel coronavirus not seen before in humans to be a "public health emergency of international concern." Within the first 2 months of the outbreak, the epidemic spread rapidly around the country and the world. As of March 8, 2020, a total of 80,868 confirmed cases and 3101 deaths had been reported in the Chinese mainland by the National Health Commission of China, and 90 other countries are affected \[[@CR2]\]. It was followed by the declaration of a pandemic on March 11, 2020 \[[@CR3], [@CR4]\].

Three major trajectories for COVID-19 have been described: a mild disease with upper respiratory symptoms, nonsevere pneumonia, and severe pneumonia complicated by acute respiratory distress syndrome, necessitating aggressive resuscitative measures \[[@CR5], [@CR6]\], in 17--29% of patients \[[@CR7], [@CR8]\]. Other complications include secondary bacterial infection, acute kidney injury, septic shock, ventilator-associated pneumonia, and cardiac injury \[[@CR7], [@CR8]\]. In most cases, patients can recover gradually without sequelae. However, similar to severe acute respiratory syndrome coronavirus (SARS-CoV) and Middle East respiratory syndrome coronavirus (MERS-CoV), COVID-19 is also associated with high morbidity and mortality in patients with severe cases \[[@CR6]\]. With an unprecedented number of individuals under travel restrictions or quarantine, and no known effective treatment or vaccine yet available, COVID-19 has proven a formidable adversary \[[@CR9]\].

As the coronavirus outbreak began spreading, hospitals were forced to relocate resources to treat the growing number of COVID-19 patients. As a consequence, doctors across the country canceled tens of thousands of nonurgent surgeries. International societies of surgeons recently published elective case-triage guidelines for surgical care during the COVID-19 pandemic to help institutions and providers who are facing a rising burden of hospitalized COVID-19 patients, and a higher prevalence of community infection \[[@CR10], [@CR11]\]. However, recognizing that the COVID-19 situation may be highly variable and fluid in different communities across the country, guidelines underline that the decision-making process should consider the acuity of the local COVID-19 condition \[[@CR10], [@CR11]\]. Here, we illustrate the decision-making process to schedule elective surgery for endocrine disorders during the COVID-19 pandemic at our Endocrine Surgery Unit of Policlinico "Agostino Gemelli" Foundation, a central Italy Hub for surgical treatment of endocrine diseases.

The experience of the Endocrine Surgery Unit in an Italian Covid Hub hospital {#Sec1}
=============================================================================

According to the American College of Surgeons guidelines \[[@CR10]\], the Policlinico "Agostino Gemelli" Foundation is currently in a pre-emergency state: it is still possible to guarantee ventilatory assistance in intensive care, and the local trend of Sars-COV2 infections is stable, not exponential. Thus, elective surgery is still allowed for patients included in the priority class as defined on the basis of the Italian National Plan for the Management of Waiting Lists 2019/2021 \[[@CR12]\]. The majority of endocrine disorders requiring surgical treatment in patients identifiable as first-priority class, or needing hospitalization within 30 days, are generally represented by malignant thyroid tumors, hyperthyroidism, hyperparathyroidism, and some adrenal disorders. There are no data on the prognostic impact of delaying surgical treatment for these diseases: the need for urgent intervention is evaluated on a case-by-case basis according to the severity of the symptoms, the likelihood of progression and global clinical judgment.

Among thyroid neoplasms, anaplastic, poorly differentiated, and medullary thyroid tumors represent compelling indications for immediate surgical treatment \[[@CR13]\]. Although most thyroid tumors are differentiated and have a good prognosis, attention must be focused on the preoperative risk stratification. Since about half of the currently diagnosed thyroid tumors in Italy are small, equal to or less than 1 cm \[[@CR14]\], this is an appropriate time to propose to patients more conservative approaches, including active surveillance \[[@CR15]\]. However, it requires an accurate workup; surgery is recommended for patients with clinical evidence of lateral neck lymph node metastases, or when extrathyroidal extension is suspected.

Among nonneoplastic thyroid diseases, the main indication for urgent thyroidectomy is represented by refractory thyrotoxicosis, especially in patients with severe, life‐threatening hypermetabolic state and/or at risk of complications \[[@CR16], [@CR17]\]. Elderly patients often manifest with mild symptoms, despite a high risk to develop cardiovascular complications \[[@CR16], [@CR17]\].

A large, compressive goiter may occasionally lead to acute respiratory insufficiency \[[@CR18]--[@CR20]\]. Acute compression of the airway and dyspnea is mostly secondary to the rapid enlargement of the thyroid mass. Obstructive symptoms, including shortness of breath, are a clear indication for surgery \[[@CR18], [@CR19], [@CR21]\]. Nevertheless, due to its slow development and patient adaptation, tracheal compression often remains unrecognized \[[@CR20]\]. However, several studies have shown that thyroidectomy improves tracheal airflow \[[@CR22], [@CR23]\].

Among parathyroid disorders, hypercalcemic crisis or severe hypercalcemia (\>13 mg/dl) represents a life-threatening emergency \[[@CR24], [@CR25]\]. This endocrine emergency portends excellent outcomes if rapid diagnosis, medical treatment, and definitive surgical treatment are expedited \[[@CR25], [@CR26]\].

Among adrenal diseases, malignant tumors are compelling indications for urgent surgical treatment. Pheochromocytoma and paraganglioma are potentially life-threatening conditions often needing a prompt surgical treatment \[[@CR27]\].

On the basis of the above indications, during the last 4 weeks, we performed 18 planned surgical treatments in 14 patients with thyroid cancer (total thyroidectomies, plus lymph node dissection if needed) and 4 patients with multinodular goiter (2 toxic goiters). In no case, postoperative ventilatory support was needed, and the average hospital stay was 3 days. The negative COVID-19 status for all the treated patients was appropriately assessed beforehand by clinical evaluation and negative nasopharyngeal swab RT-PCR assay.

This amount of activity corresponds to about one-third of the usual surgical volume in a comparable time frame in our Endocrine Surgery Unit. No patients with either parathyroid or adrenal gland diseases requiring urgent surgical treatment were enlisted in the priority class during the above indicated period. All the nonurgent procedures (*n* = 79) were postponed, while 2 patients enlisted in the priority class for thyroid cancer refused the intervention because of their worry to contract SARS-CoV-2 infection during the hospital stay.

Looking (hopeful) to the next future {#Sec2}
====================================

Nobody knows how long the current COVID-19 pandemic will be lasting. A number of research groups are already prospectively tracking the impact of COVID-19 on both elective surgical footprints, and emergency-operative (and nonoperative) surgical volumes and outcomes \[[@CR28]\]. We acknowledge that these challenging times require extraordinary efforts. As surgeons, many of us are used to work in suboptimal conditions and challenging scenarios. Maintaining the health and strength of our clinical workforce is critical to avoiding the collapse of our health care system. The experience of our colleagues in Singapore and Hong Kong in protecting their health care workers is quite reassuring \[[@CR29]\]. We will be able to provide excellent care, planning routine and procedures beforehand, still protecting the safety and health of our colleagues. However, in just a few weeks, COVID-19 has driven a rapid and radical transformation of medical approach. In the midst of the COVID-19 pandemic, physician practices have been forced to turn from in-person care to telehealth in primary care practices \[[@CR29]\]. The speed of the transition has been dizzying. Changes that would typically encompass months of planning, pilot testing, and education have been compressed into days \[[@CR30]\]. In the surgical setting, all the procedures performed in an epicenter of the COVID-19 pandemic, irrespective of the known or suspected COVID-19 status of the patients, should be regarded as high risk, and protection of the surgical team at the bedside should be at the highest level \[[@CR31]\]. Robot-assisted surgery may help to reduce hospital stay for patients that urgently need surgery, thus reducing the risk of nosocomial infections, and making room for COVID-19 patients. In comparison with open or conventional laparoscopic surgery, robot-assisted surgery potentially reduces not only contamination with body fluids and surgical gasses of the surgical area, but also the number of directly exposed medical staff \[[@CR31]\]. This approach is well established also for endocrine surgery \[[@CR32], [@CR33]\]. Anyway, being a doctor will never be probably the same here forward.
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